A BENGALI lady, aged 35, in labour, was admitted into the Campbell Hospital on September 8, 1903 . She had her first child in 1881 when she was aged only 13, and the head was said to have been at the vulva for two complete days before she was delivered by forceps. Dribbling of urine began after ten or twelve days. In 1883, two years after her first labour, she was admitted into the Eden Hospital, and during her three months stay was operated on three times for the repair of a vesico-vaginal fistula by the late Dr. Harvey, but without success. She became pregnant for the second time eight or nine years after. Abortion took place at the sixth month; the fcetus had to be brought away piecemeal, and she was confined to bed for four months before she got well. She menstruated regularly, but the flow has been getting scantier.
When I saw the patient in her house, about two months before her admission into the hospital, she was in the seventh month of her third pregnancy. She had a large vesico-vaginal fistula, the posterior margin of which was drawn backwards by cicatricial tissue at the vault of what represented the vagina, where a small dimple could be noticed representing the os uteri. There was scarcely any healthy vaginal mucous membrane, and no vestige of the cervix.
As delivery per vias naturales was impossible I advised that the patient should be allowed to go to full term, and Caesarean hysterectomy should then be performed. I further instructed the friends to bring her to hospital at least a fortnight before her expected time or before full term at the slightest indication of the onset of labour. I was, however, called to see her at her own house at about 2 p.m. on September 8, 1903, after she had been in labour for several hours. She was taken to the Campbell Hospital as soon as possible, and I performed Caesarean hysterectomy at 6 p.m., with intraperitoneal treatment of the stump and without removing the ovaries. Within twelve hours of the operation there was marked tympany of the abdomen, which progressively increased in spite of treatment. She steadily became worse, and died fifty-two hours after operation. The child lived and was taken away by the father.
CASE II.
A Bengali lady, aged 18, was admitted, in labour, into the Campbell Hospital on October 10, 1905. She had become pregnant for the first time when aged 14 and a few months, and had been delivered by forceps of a dead fcetus on March 16, 1903, after a prolonged labour lasting about thirty-six hours, followed by slight fever for the first ten days after delivery, and a persistent high temperature for a month afterwards. She conceived for the second time nine months before her admission to the hospital. I had seen her about six weeks before admission and detected a very marked cicatricial contraction of the vagina, barely admitting one finger, and had found that her pelvis was generally contracted. I advised the husband to bring her to hospital for a Cwesarean section in about a month's time. I was, however, called to see the patient on the afternoon of October 10, 1905, at her own house, and was told that there had been slight pains for two days.
Evening at 7 p.m.-The fcetus was lying transversely; the foctal heart sounds were not audible; the cicatrix was slightly softer, and the cicatricial ring admitted one finger only. On my advice she was brought to the hospital at about 11 p.m., with some difficulty, in a rickety hackney carriage, over a distance of four miles.
On admission her general condition was not at all good; she had a temperature of 1010 F. and a pulse of 130. She was hastily prepared for the operation, and Caesaiean hysterectomy with intraperitoneal treatment of the stump was performed by me at 11.30 p.m. I decided to remove the uterus to spare her the risk of another confinement, but both ovaries were left. The foetus had apparently been dead for some time. Her recovery was uneventful except for an attack of malarious fever on the fourteenth day after operation, from which she recovered in a few days. In January, 1907, she was in good health and was doing her ordinary household duties.
CASE III.-Complicated with an Irreparable Vesico-Vaginal Fistula.
A Bengali female, aged 20, was admitted into the Campbell Hospital on October 30, 1906. She had had a child four years previously after a very difficult labour, protracted and instrumental, and though she recovered after a prolonged illness, had constant dribbling of urine and incontinence of freces. The following conditions were noted when she was admitted to the hospital two years ago: " The whole base of the bladder has apparently sloughed away. There is a chink, representing the os externum, at the upper margin of the rent. The posterior wall of the vagina is represented by a small cicatricial surface. The perineum is ruptured, but the sphincter is not torn. Above the intact sphincter there is a recto-vaginal fistula about 11 in. long." For this miserable condition I undertook the following operations: (1) On July 19, 1903: A plastic operation for the recto-vaginal fistula, with complete success. (2) On August 21, 1903: An operation for the extension of the perineum, which gave the patient partial relief by allowing the urine to be retained for a time by the help of a small pressure pad on the vulva. Owing to the presence of cicatricial tissue at the sides of vaginal outlet, extension of the perineum to the desirable extent was not possible. (3) To obviate this difficulty a plastic operation was undertaken on January 9, 1904. The urethra was dissented and brought down, so that its posterior margin could at some future date be stitched up to the anterior margin of the extended perineum. The portion of the wound anterior to the urethra was brought together by interrapted silkworm-gut sutures. The effect of the operation was that the urethral opening came to a lower level and a deeper plane of the extended perineum. This latter acted as a flap valve to keep the urine in the cloaca for a certain time with the help of a very slight pressure on the parts with a pad.
The patient lost patience and took her discharge from the hospital after a stay of about six months, but came back after a month with some of my work undone. I ascertained that she had been to another hospital, where the usual examination was attempted and the anterior portion of the extended perineum was torn. I operated again on March 7, 1904, and she left the hospital after the last operation as happy as possible with her ameliorated condition.
In August, 1906 , she came to me as she had had no periods since the beginning of April, and there was a swelling in the lower abdomen, and to my surprise I found that she was pregnant. An examination of the vulva revealed that the small opening of the cloaca was elastic and the skin round it had radiating folds, like those round the anal orifice. There was evidently a sort of pseudo-sphincter. A pad over the vulva kept her dry for about an hour. Caesarean hysterectomy was the only way possible to deliver her, and she was admitted into the hospital on October 30, 1906, and kept under observation. I operated on January 4, 1907, though the patient was not in labour. The abdominal incision was 7 in. long, the whole of it being below the umbilicus. The uterus was incised, in situ, in the middle line. The placenta was right in front and there was smart heemorrhage. The child was rapidly delivered by foot, the uterus was brought out of the abdominal cavity, and the broad and round ligaments were divided between ligatures, leaving the ovaries, and the uterus was amputated through its lower segment and the uterine arteries tied. Up to this stage of the operation there was very little deviation from the usual methods. The treatment of the stump and the disposal of the broad ligaments were modified to suit the case. I wished to keep the stump extraperitoneal, but not by the classical method of Porro, which is unsurgical, inasmuch as it allows a mass of tissue to slough away. The reason for the extraperitoneal treatment of the stump was to do away with the risk of infection from the vesico-vaginal cloaca, which was in direct communication on the one hand with the uterus, and on the other with the vulva and external air. This I achieved in the following way: After amputating the uterus through the lower uterine segment, the anterior and posterior walls of the cut edges were brought together by interrupted silk sutures, passed through the muscular tissue only. The ends of the sutures were left long to act as tractors on the stump, which was kept at the lower angle of the abdominal incision during the subsequent steps of the operation. The stumps of the ligatured ovarian vessels were brought together in the middle line, behind the cervix. The loose broad ligaments were thus folded on themselves, and the folds were brought together at their upper margins. The parietal peritoneum was then brought taut round the uterine stump and the approximated ends of the stumps of the ligatured ovarian vessels; the peritoneum on the posterior aspect of the lower uterine segment and the parietal peritoneum on either side, at the same level, were brought together by a silkworm-gut suture. A continuous suture was put in to fix the peritoneum round the uterine stump with the parietal peritoneum in the lower angle of the wound. The stump was thus practically treated extraperitoneally. A little iodoform gauze was put in above the stump and between the abdominal parietes in the lower angle of the abdominal incision and the incision stitched up in the usual way.
The after-treatment of the case gave no trouble. The piece of gauze was changed on the third day and dispensed with altogether in a couple of days more. The stitches were taken out on the tenth day and perfect aseptic union took place. The patient was allowed to nurse her baby during the day. She left hospital with her baby on February 9, 1907.
The case is interesting for the following reasons: (1) The distressing condition when first seen; (2) the relief that was given under such hopeless conditions; (3) conception taking place under such peculiar circumstances; (4) the modifications in the operation that were thought advisable and carried out. I would invite discussion on two points: (1) whether any member of the Section, from his personal experience, thinks that closing the vesicovaginal fistula should have been attempted. I may say that from my experience of these bad fistulae, which is unfortunately pretty large, and includes attempts to repair fistulhe with extensive division of cicatrices and freeing the bladder from the surrounding tissue and making a bladder of smaller capacity, I thought the present case to be hopeless; (2) whether the method adopted for treating the stump and dealing with the broad ligaments has been superfluous. The modifications were undertaken after a good deal of thinking, and in consequence of the bad result of Case I., which very probably was due to infection of the perineum from the vesico-vaginal cavity. Certainly the extraperitoneal treatment of the stump gave me in the present case a sense of security, which was a great relief.
DISCUSSION.
The PRESIDENT (Dr. Herbert Spencer) remarked on the rarity in this country of such severe lesions as those not uncommonly met with amongst the poor women of India. He preferred total removal of the uterus to siipravaginal amputation for cases requiring hysterectomy; but he had seen delivery occur naturally by splitting of the cicatrix in a case of extreme vaginal scarring. He thought in Case III. the vesico-vaginal fistula should have been operated on and would have been cured by the author, who had successfully closed the rectovaginal fistula, the operation for which was not so successful as that for vesicovaginal fistula, which he thought could always be cured.
Dr. AMAND ROUTH congratulated Dr. Das upon his skilled trepttment of the three cases reported. He referred to a case which he had reported at this Section in October, 1907, which he had successfully treated by CTesarean hysterectomy, after repairing an extensive vesico-vaginal fistula. Dr. Routh considered Dr. Das had treated his cases correctly in performing Caesarean hysterectomy rather than performing simple Casarean section, inasmuch as cases thus treated are efficiently sterilized, and there is no risk of sepsis from retained lochia. He thought that the only way that Dr. Das could have cured the vesico-vaginal fistula in his third case would have been to dissect off the bladder from its connections and draw it down into the vagina as an empty sac, as he had done in his own case. Dr. Das's first case, which died, was almost hopeless from the beginning, and Caesarean hysterectomy gave the patient the only possible chance of life. He had collected,' including Dr. Das's three cases, thirty-three cases of Coesarean hysterectomy with a total mortality of seven, or 21 per cent. In twelve of these cases the stump had been treated intraperitoneally, and of these eleven recovered, a mortality of 8'3 per cent. ' Proc. Roy. Soc. Med., 1907 (Obstet. Sec.), i., No. 1, pp. 5, 6. 
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Creatinin Excretion in Lying-in Women.
By C. NEPEAN LONGRIDGE, M.D.
DR. LONGRIDGE read a short communication on the creatinin excretion of lying-in women dnring the most active period of involution of the uterus. The paper was based on ninety estimations of creatinin and 180 estimations of the total nitrogen in the urine. The patients were delivered in Queen Charlotte's Hospital, and werekept upon a creatinin-free diet during the time that they were under observation. The endogenous creatinin alone was estimated. It was found that the creatinin excretion maintained practically a level line, and is probably not increased by the involution of the uterus, a -result which is in harmony with the recent work on creatinin excretion.
By applying the conception of autolysis to the process of involution of the uterus, it was thought that a clearer idea of that process might be obtained. A very brief resume of the main facts concerning autolysis was given, stress being laid on the fact that it is most rapid in an acid medium and in a bloodless organ. Dr. Longridge had observed that the wall of an autolyzing uterus was acid in reaction and considered that the rapidity of the first stage of involution was due to this fact and to the fact that the uterus is anemic during the first four or five days after delivery in a normal case. This anaemia is due to two factors: the retraction of the uterus and the effect of the kinking of the uterine arteries in reducing the blood-pressure in them after delivery.
